clinically evident and those that are silent, make it important to adopt any form of treatment which by raising the patient's resistance will have a general effect. The value of constitutional treatment in this respect is recognized. The effect of operation on raising resistance should also be considered. I have formed an impression that benefit is gained in many cases by operation and that such benefit is not only local but general. Operation might raise resistance either by removing a source of tuberculous toxaemia, or by liberating into the tissues tuberculous inflammatory products which might act as specific antigens. Such a process might account for the beneficial effect of laparotomy in tuberculous peritonitis. Two observations may be quoted in favour of there being some benefit due to auto-inoculation. The first is the marked improvement in the general condition which may follow operation on tuberculous bone. This observation has been noted by others, notably Lavalle and McCrae Aitken. Certainly it has been confirmed in my experience. The effect may follow simple osteotomy through tuberculous bone without the removal of any tuberculous tissue. The second observation is the poor result which so frequently follows treatment of a tuberculous joint by amputation of the limb. Of 10 cases which had had an amputation only 3 remained permanently well. 3 died and 4 developed tuberculous lesions in other parts of the body.
clinically evident and those that are silent, make it important to adopt any form of treatment which by raising the patient's resistance will have a general effect. The value of constitutional treatment in this respect is recognized. The effect of operation on raising resistance should also be considered.
I have formed an impression that benefit is gained in many cases by operation and that such benefit is not only local but general. Operation might raise resistance either by removing a source of tuberculous toxaemia, or by liberating into the tissues tuberculous inflammatory products which might act as specific antigens. Such a process might account for the beneficial effect of laparotomy in tuberculous peritonitis. Two observations may be quoted in favour of there being some benefit due to auto-inoculation. The first is the marked improvement in the general condition which may follow operation on tuberculous bone. This observation has been noted by others, notably Lavalle and McCrae Aitken. Certainly it has been confirmed in my experience. The effect may follow simple osteotomy through tuberculous bone without the removal of any tuberculous tissue. The second observation is the poor result which so frequently follows treatment of a tuberculous joint by amputation of the limb. Of 10 cases which had had an amputation only 3 remained permanently well. 3 died and 4 developed tuberculous lesions in other parts of the body. I therefore examined the records of 129 patients admitted to Black Notley during the past ten years; these patients had skeletal tuberculosis complicated by associated tuberculous lesions, either in other parts of the skeleton, in the lungs, the genitourinary system or the salpinges. These patients were divided into two groups, one of 49 cases who had had any operation into tuberculous tissue from which an autoinoculation effect might have been obtained, and the other of 80 cases who had had no such operation. In assessing the results it appeared that some of the patients in the non-operated group might have been patients who were too advanced for operation and that this would spoil the two groups for the purpose of comparison. Therefore I subdivided the cases in both operated and non-operated groups into cases of moderate severitv and marked severity, and the results into three groups, good, moderate and poor.
It was found that the percentage of cases of those who did well was quite high in both groups, 73.5% in the operated group and 66-3% in the nonoperated group. This would be expected in any series of tuberculous patients treated thoroughly by constitutional measures and splintage. In the operated group 14-3% had moderate results, in the non-operated group 8-7%; there were poor results in 8-2%
of the operated group and in 755% of the non-operated. Deaths in the operated group were 4%, in the non-operated 17-5%. Yet the percentage of cases of marked severity in the operated group was 28-5%, in the non-operated group 17*5%. So that the operated group was not a favoured group: yet the results were better in this group. Though these figures may not be statistically significant they do tend to support the other evidence. It appears that especially in the desperate cases operation may carry benefit. There is no valid reason for withholding operation from patients with multiple tuberculous lesions, and their prognosis is better with operation than without. There is reason to believe that this may be due to an auto-inoculation effect.
No patient developed a permanent sinus following operation. Operation should not be done until a fair degree of resistance has been established, or miliary tuberculosis mi-ay supervene.
The Treatment of the Uncorrected Clubfoot in Childhood By J. S. BATCHELOR, F.R.C.S. I PROPOSE to describe a method of treatment that I have found useful for uncorrected, or imperfectly corrected, clubfeet in young school children; that is, in children from the age of 5 years to 10 or 12, when they are old enough to have a formal arthrodesis done if this should be necessary. I have been much impressed by the disability that the uncorrected clubfoot produces in children in this age-group, for many of them are greatly handicapped in walking and have considerable difficulty with footwear. Moreover, they are frequently subjected to repeated manipulations, wrenchings and plaster immobilization of their deformed feet.
The results of this conservative treatment cannot be considered satisfactory. Manipulative trauma tends to produce a vicious circle of false correction, increasing fibrosis and stiffness, followed by inevitable relapse of deformitv and vet more manipuLlations and wrenchings.
In congenital clubfoot the deformitv occurs essentiallv at the astragalo-calcaneoscaphoid joint. The os calcis moves with the forefoot and if the deformitv at the astragalo-scaphoid joint can be corrected by drawing the scaphoid around the head of the astragaluLs the inversion of the heel will disappear.
In the uniicorrected clubfoot the scaphoid is tucked arounid on the inner side of the head of the astragalus and is tethered in this position by contractuLre of soft tissues, particularly by the inferior and internal calcaneo-scaphoid ligaments. The net result of this is that the astragalIs is relatively too long and it is impossible to draw the scaphoid aroulnd it. I overcome this difficulty by shortening the astralagus by excising a section of bone from its neck (fig. 1) . The operation is performed through a two-inch longitudinal incision over the neck of the astragalus, which lies, in the uLncorrected clubfoot, on the outer side of the dorsum of the foot. The neck is exposed subperiosteally and bone levers, the points of which engage the sintus tarsi, are placed on either side. A section of bone, approximatelv one-third of an inch wide, is now removed, the proximal osteotomy being made as far back as possible in order to avoid encroaching too closely on the articular surface of the head. When the capsule on the FIG. 1. dorsum and inner side of the astragaloscaphoid joint. has been incised the internal and inferior calcaneo-scaphoid ligaments can be exposed and divided, thus freeing the head of the astralagus and enlarging its socket. This should allow the scaphoid to be drawn up and out around the head of the astragalus, and it will now be found that the gap in the neck is closed. The foot is fixed in plaster in the maximum degree of valgus, fulrther correction of the deformitv being frequentlv obtained at the routine change of plaster in a fortnight's time. Immobilization is maintained for four to five m2nths and the child is then provided with an inside iron, outside T-strap and quarter-inich outside wedge on the sole of the boot.
Nine cases, in four of which the deformitv was bilateral, making thirteen feet, have been treated. The operation shouild not be performed on children below the age of 5, the average age at operation in this series being 6. Satisfactory functional restults were obtained in ten feet; in the remaining three the deformity recurred soon after operation.
It is not claimed that this treatment gives the patient anvthing approachng a perfectfoot. It is, however, a simple method which attacks the main site of the dleformitv and produces a mobile, plantigrade foot on which the child can get about reasonablv well uintil it is old enough to have a formal arthrodesis if this should be necessary.
Movement at the astragalo-scaphoid and sub-astragaloid joints is preserved and providing the operation is done at the right age growth is not seriouslv disturbed ( fig. 2, In every case the condition had been previously treated by one or more manipulations and had failed to respond. 36 operations were performed on 32 patients during the last ten years and during the same period approximately 500 manipulations were performed for this condition. Roughly speaking it can be said that 1 in 15 patients manipulated were eventually arthrodesed.
The Smith Petersen type of operation was used in each case and followved by a fouirweek rest period in bed.
RESULTS
The results vere divided into cures, partial cures and failures. Cures were those who were quite definite about the relief given to them bv the operation and who had suffered nothing more than a minor ache or pain in the back since. Partial cures wvere those who had been relieved of the original pain but complained of scar tenderness, lumbosacral aching or other non-incapacitating attacks of moderate or minor pain in this area. Failures were those not fitting into either of these two categories. In the tidal wave of ruptured intervertebral disc which has swept over and swamped the field of back and radiating leg pain the sacro-iliac syndrome is one of the islands which as vet remains unsubmerged. It is important therefore t.o have a clear concept of what is meant by sacro-iliac strain and what are the symptoms associated with it. Superficiallv the two syndromes may resemble each other. A history of injury followed by recurrent acute or chronic back and radiating lower limb pain. Lumbosacral pain mav occur secondary to sacro-iliac conditions giving tenderness and stiffness in this area. On deeper inquiry the two syndromes differ considerably. The nature of the accident is often a torsion strain either in the standing or sitting position. It is uncommon in the male occuLrring almost invariablv in females between the ages of 15 and 45.
